DETAILS OFTI-IE OUTBREAK
In February this year the Eastern Sydney Public Health Unit was notified of nine cases of hepatitis A in young men. Normally the unit would expect one or two notifications a month. The only apparent link between the people was that they were homosexual. Over the next few months, notifications steadily increased to between 25 and 30 a month. Figure 3 shows the distribution of cases by month of onset of illness for NSW The notification rate is sustained over a period of five months, and a pattern is typical of community-wide outhreaks7. By comparison, common source outbreaks are chai-acterised by an explosive rise in case numbers over a one-or two-month period followed by an equally dramatic fall in case numbers. Notification rates per 100,000 population for 1990 and 1991 by Area and Region are shown in Figure 4 . Clearly, there is a dramatic increase in the number of notifications in 1991, but this is largely confined to the Eastern, Central and Southern Sydney Areas. Eastern Sydney has by far the highest attack rate of any Area or Region. The age and sex distribution of cases (shown in Figure 5 ) is unusual in that the male-to-female ratio is almost three to one. This can be explained by the fact that more than 60 per cent of cases from the Eastern Sydney Area are male homosexuals (see Figure 6 ). Figure 7 compares the cases distribution in male homosexuals with the remaining cases in the Eastern Sydney Area. The "first wave" of the epidemic in homosexual men clearly precedes the "second epidemic wave" through the heterosexual community. About 27 per cent of the homosexual group are known to be HIV antibody positive. In terms of other risk factors for hepatitis A infection, 21.1 per cent of cases gave a history of recent contact with a confirmed or suspected hepatitis A case and on]y 8.2 per cent had recently travelled overseas. Most of the cases were in young single adults. In Eastern Sydney, only a very few cases had or have contact with children. Hepatitis A notifications are continuing to come in and the epidemic is showing no sign of abating.
DISCUSSION
The hepatitis A outbreak, although community based, is largely confined to young male homosexuals in the Eastern Sydney Area. Why this is occurring is not clear. Certainly, hepatitis A infection has long been recognised as being relatively common in male homosexuals7. Corey and Holmes7 studied the incidence and prevalence of homosexual and heterosexual men with hepatitis A attending an STD clinic. They found the prevalence of anti-HAY almost three times greater in the homosexual group and that the incidence of hepatitis A in susceptible homosexuals was 22 per cent while none of the susceptible heterosexual men seroconverted during the study. They also found a correlation between frequent oral-anal sexual contact and incidence of hepatitis A infection. In this AIDS era, oral-anal contact may be a common sexual practice because it is regarded as relatively safe. Another unresolved issue is how concurrent HIV infection affects the course of hepatitis A infection. Both the clinical course and the infectious period may be prolonged, a finding which would influence the course of the epidemic. Community-wide outbreaks of hepatitis A are notoriously difficult to controll '°. By the time cases are detected and diagnosed, contacts have usually already been exposed for more than a week and often more than two weeks. Postexposure prophylaxis with normal immunoglobulin is effective only if given within 14 days of exposure. For this reason the focus of activities during this epidemic has been to communicate the risk to medical practitioners and the general community and to encourage early diagnosis and intervention. Warning letters about the prevention and control of hepatitis A have been sent out to general practitioners and hospital accident and emergency centres in the affected areas, the Health Department issued a 
